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Abstract: Intracorporeal anastomoses (IA) are increasingly being used in colorectal surgery. Some
data suggest that these might confer benefits compared with extracorporeal anastomoses (EA). The
aim of this study is to compare the short-term complications associated with IA versus EA for mini-
mally invasive right colectomy. This is a single-centre, retrospective study on a prospective database.
Patients who underwent minimally invasive right colectomy for cancer between January 2017 and
December 2019 were assessed for inclusion. The primary outcome was global 30-day morbidity. Over-
all, 189 patients were included, of whom 102 had IA. Global morbidity and medical complications
were higher in patients with EA (23.5% vs. 40.2%, p = 0.014; 5.9% vs. 14.9%, p = 0.039, respectively).
None of the patients with IA had non-infectious surgical wound complications, compared to 4.6% in
the EA group (p = 0.029). No differences were found in anastomotic leakage (9.8% vs. 10.3%, p = 0.55).
At multivariable analysis, EA was an independent risk factor for both surgical (OR = 3.71 95% CI:
1.06–12.91, p = 0.04) and overall complications (OR = 3.58 95% CI: 1.06–12.12, p = 0.04). IA lowers the
risk for global, medical, and surgical complications with minimum risk for wound complications,
without increasing the risk of AL.
Keywords: colorectal cancer; minimally invasive right colectomy; intracorporeal anastomosis;
extracorporeal anastomosis
1. Introduction
Colorectal cancer represents a very common condition, especially in developed re-
gions [1,2]. Despite recent technical and technological advancements, anastomotic leak (AL)
still represents one of the most feared complications in colorectal cancer surgery, reaching
a 15% postoperative mortality [3], delaying subsequent oncological treatments and causing
worse overall disease-free survival [4,5] as well as higher rates of local recurrence and
cancer-related long-term mortality [6]. However, there is no universally accepted definition
of AL [7,8], and surgeons show significant heterogeneity in what they define as AL [9]. AL
rates vary between 1 and 30%, although in experienced colorectal units, it might be lower
(3–6%) [10], depending on the definition, the tumour site, the surgical techniques used, or
the individual surgeon performing surgery [11–13].
Several risk factors have been identified for AL, including age, preoperative nutritional
status, or laparoscopic approach [14]. Stapled anastomosis has been reported to present
higher rates of clinically relevant AL [14,15], but without increasing either mortality or
length of stay (LOS).
Intracorporeal anastomosis (IA) might have some theoretical advantages over extracor-
poreal anastomosis (EA), such as less mesenteric traction, lower risk of twisted anastomosis,
shorter skin incision for specimen extraction, and lower risk for developing incisional her-
nia [16]. Meta-analyses reported fewer infectious complications, lower rates of incisional
hernia, and shorter LOS for IA [17,18], although no differences are seen for AL [19,20]. A
J. Clin. Med. 2021, 10, 307. https://doi.org/10.3390/jcm10020307 https://www.mdpi.com/journal/jcm
J. Clin. Med. 2021, 10, 307 2 of 8
recent randomized controlled trial [21] reported a quicker recovery of bowel function and
lower postoperative pain for IA, without shorter LOS or differences in morbimortality and
postoperative complications. The AL rate was higher in the IA group (8.6% vs. 2.9%) even
if it did not reach statistical significance [21].
We herein report on a three-year experience at a high-volume colorectal unit, analysing
the short-term clinical impact of IA vs. EA after minimally invasive right colectomy.
2. Materials and Methods
This is a single-centre, observational, retrospective study on a prospective database,
which included patients operated on between January 2017 and December 2019 at Vall
d’Hebron University Hospital (Barcelona, Spain). Approval from the ethical committee
was obtained. This study was performed according to the Strengthening The Reporting of
Observational Studies in Epidemiology (STROBE) Statement [22].
2.1. Eligibility Criteria
All consecutive patients undergoing minimally invasive right colectomy for cancer
of the terminal ileum, appendix, or right colon were assessed for inclusion. Patients
undergoing open surgery, those who needed conversion to open surgery, or patients with
terminal stoma without an anastomosis were excluded. Patients with other than malignant
diseases were excluded.
2.2. Surgical Technique
All procedures were performed or supervised by 6 surgeons at our institution. The
decision on the suture type was made by the staff surgeon based on previous individual
experience and clinical considerations. Three surgeons preferred EA and three preferred IA.
Patients did not undergo mechanical bowel preparation and all of them received standard
preoperative intravenous antibiotic prophylaxis.
The stapled anastomotic type was standardized, using side-to-side, either iso- or
aniso-peristaltic ileocolic anastomosis, using a double reinforcement with two continuous
absorbable and barbed (v-locTM) sutures at the mesenteric and antimesenteric side. The
distal ileum and transverse colon were divided with a 60 or 45 mm stapler device. The
posterior running suture was performed first. Then, a 4 cm mechanically stapled ileocolic
anastomosis was performed with a 60 or 45 mm stapler. Two different 60 mm stapler devices
were used in the laparoscopic approach (EchelonTM, Endo GiaTM) depending on surgeon
preference. A 45 mm stapler device was used in the robotic approach (EndoWristTM).
Haemostasis of the endoluminal suture line was revised, and the enterotomy was closed
with a running barbed absorbable suture. Finally, an anterior suture with a running
barbed absorbable suture was performed, covering the staple line. The mesentery was not
approximated. The mini-laparotomy for specimen extraction was suprapubic (Pfannenstiel)
in the IA group, whereas it was periumbilical or right transverse in the EA group, to allow
the anastomosis to be performed. A wound protector was always used to extract the
specimen or perform the EA (Alexis®, Rancho Santa Margarita, CA, USA).
2.3. Variables
The primary endpoint was 30-day global complication rate. Complications were
graded according the Clavien–Dindo (CD) classification [23] and the Comprehensive Com-
plication Index (CCI) score [24]. Secondary outcomes were: postoperative ileus, Surgical
Site Infections (SSI), wound complications (wound infection, haematoma), Anastomotic
Leak (AL), need for reoperation, evisceration, and medical complications (respiratory,
cardiac, urinary). AL was graded with severity grade A–C [25]. Follow up was 30 days.
All patients underwent an anastomotic leak detection program. This program consists of a
detection of CRP (C-Reactive Protein) analysis on the third postoperative day, and repeated
along with Procalcitonin level on the 4th day when CRP was higher than 140 mg/mL on
the 3rd day. If at the 4th day, CRP was higher than 125 mg/mL or Procalcitonin levels were
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higher than 0.41 mg/mL, a CT scan was performed, irrespective of symptoms. All patients
with clinical or radiological suspicion of AL were classified as having AL.
2.4. Statistical Methods
Categorical data are presented as absolute numbers and percentages, whereas con-
tinuous variables are presented as median with range. The Chi-squared test was used for
the comparison of qualitative variables and Student’s t test for the analysis of quantitative
variables. p values < 0.05 were considered statistically significant. Univariate analysis
was performed to study the possible association between the type of anastomosis and
the postoperative morbidity. Multivariate analyses were performed to identify factors
associated with both overall and surgical complications.
3. Results
A total of 189 patients who underwent elective, minimally invasive right colectomy
for neoplasm met the inclusion criteria, as shown in the flowchart (Figure 1). The median
age was 75 years (Range: 39–96); 155 patients underwent laparoscopic and 34 robotic
colectomies. IA was performed in 102 patients (54%), while EA in 87 (46%). No significant
differences were found in the baseline characteristics with respect to the type of anastomosis,
with the exception of EA being less commonly performed with robotic surgery (Table 1).
Figure 1. PRISMA flowchart. ICA: Intracorporeal anastomosis; ECA: extracorporeal anastomosis.
Global morbidity was higher in patients with EA, with a difference greater than 15%
(23.5% vs. 40.2%, p = 0.014) and they had more medical complications (5.9% vs. 14.9%,
p = 0.039) (Table 2). No significant differences were found for global surgical complications
(17.8% vs. 27.6%, p = 0.1), SSI (2.9% vs. 6.9%, p = 0.31), AL (9.8% vs. 10.3%, p = 0.55), and
need for reoperation (7.8% vs. 3.5%, p = 0.14). None of the patients in the IA group had a
non-infectious surgical wound complication, compared to 4.6% in the EA group (p = 0.029).
Patients with IA showed a trend toward a reduced incidence of postoperative ileus (10.8%
vs. 20.7%, p = 0.06).
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Table 1. Baseline characteristics.
Type of Anastomosis
All (189) IA (102) EA (87) p
Gender, male, n (%) 93 (49.2) 51 (50) 42 (48,3) 0.66
Age, years, median (range) 77 (37–93) 77 (37–92) 76 (49–93) 0.7
ASA classification, n (%)
0.65
I 10 6 4
II 103 57 46
III 72 38 34
IV 4 1 3
POSSUM physiological score,
median (range) 18 (11–32) 16 (12–30) 18 (11–32) 0.81
Surgical approach, n (%)
<0.001Laparoscopy 155 68 (43.9) 87 (56.1)
Robotic surgery 34 32 (94.1) 2 (5.9)
ASA: American Society of Anaesthesiologists’ score; IA: intracorporeal anastomosis; EA: extracorporeal
anastomosis.
Table 2. Morbimortality according to anastomotic type.
Type of Anastomosis
All (n = 189) IA (n = 102) EA (n = 87) p
Global morbidity, n (%) 59 (31.2) 24 (23.5) 35 (40.2) 0.014
Mortality, n (%) 6 (3.2) 4 (3.9) 2 (2.3) 0.53
Medical complications, n (%) 19 (10) 6 (5.9) 13 (14.9)
0.039
Cardiac complications 6 (3.2) 3 (2.9) 3 (3.5)
Anaemia 9 (4.8) 1 (1) 8 (9.2)
Respiratory complications 4 (2.1) 2 (2) 2 (2.3)
Global surgical complications, n (%) 42 (22.2) 18 (17.8) 24 (27.6) 0.1
Surgical Site Infection 9 (4.8) 3 (2.9) 6 (6.9) 0.31
Anastomotic leakage, n (%) 19 (10) 10 (9.8) 9 (10.3) 0.55
Non-infectious surgical wound
complications, n (%) 4 (2.1) 0 4 (4.6)
0.029Evisceration 3 (1.6) 0 3 (3.4)
Haematoma 2 (1) 0 2 (2.2)
Postoperative ileus, n (%) 29 (15.3) 11 (10.8) 18 (20.7) 0.06
Postoperative ileus, n (%) 29 (15.3) 11 (10.8) 18 (20.7) 0.06
Need for reoperation, n (%) 11 (5.8) 8 (7.8) 3 (3.5) 0.14
IA: intracorporeal anastomosis; EA: extracorporeal anastomosis.
In the multivariable analysis, EA was an independent risk factor for both surgical
complications (OR = 3.71, 95% CI: 1.06–12.91, p = 0.04) and overall morbidity (OR = 3.58,
95% CI 1.06–12.12, p = 0.04), whereas perioperative blood transfusions increased the risk
of surgical complications (OR = 12.14, 95% CI 2.89–50.91, p = 0.001), and physiological
POSSUM score increased the risk of overall morbidity (OR = 1.24, 95% CI 1.02–1.49,
p = 0.033) (Table 3).
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Table 3. Multivariable analysis for surgical and overall complications. Odds Ratio > 1 is associated
with increased risk.
Surgical Complications Overall Complications
Variable OR (95% CI) p OR (95% CI) p
POSSUM physiological score 1.08 (0.93–1.25) 0.315 1.24 (1.02–1.49) 0.033
Drain placement at surgery
0.666 0.679No Ref. Ref.
Yes 1.29 (0.4–4.15) 1.44 (0.26–7.97)
ASA
0.219 0.121
ASA I Ref. Ref.
ASA II 0.29 (0.06–1.44) 0.32 (0.03–3.51)
ASA III 0.56 (0.12–2.65) 1.27 (0.13–12.2)
ASA IV 3.1 (0.18–52.6) 3.19 (0.14–70.78)
Blood transfusion
0.001 0.083No Ref. Ref.
Yes 12.14 (2.89–50.91) 4.02 (0.83–19.38)
Anastomosis: technique
0.187 0.201Hand-sewn Ref. Ref.
Stapled 1.87 (0.74–4.75) 2.16 (0.66–7.04)
Anastomosis: type
0.040 0.040Intra-corporeal Ref. Ref.
Extra-corporeal 3.71 (1.06–12.91) 3.58 (1.06–12.12)
ASA: American Society of Anaesthesiologists’ score; OR: Odds Ratio; CI: Confidence Intervals.
Statistically significant values in bold text.
4. Discussion
Many studies have been published aimed at identifying the best anastomotic technique
after right colectomy, usually focusing on AL, surgical complication rates, or need for
reoperation. On this line, recent meta-analyses report different advantages for IA, such as
shorter laparotomy incisions, shorter time to first flatus and bowel movement, shorter LOS,
or a lower incisional hernia rate [17–20]. One meta-analysis, with more than 4000 patients
included [18], reported lower rates of AL in IA, while others did not show any differences
between IA and EA [17,19,20]. Our results are similar to these findings, without significant
differences neither for global surgical complications, SSI, AL, nor the need for reoperation.
Similar to the previously mentioned studies, we found no surgical wound complications in
the IA group compared with four patients in the EA group.
The incision made for EA was performed as a peri-umbilical or right transverse
laparotomy, whereas it was a Pfannenstiel incision in all IA patients. DeSouza et al.
recommends a Pfannenstiel incision for laparoscopic colorectal surgery when possible [26].
Data from a recent meta-analysis [27] showed higher risk of incisional hernia rate in
off-midline vs. midline incisions. Although we did not analyse incisional hernia rate
because we only analysed short-term outcomes, three patients in the EA group presented
evisceration which needed reoperation and two of them presented haematoma in the
surgical wound. A long-term analysis would probably confirm a higher incisional hernia
rate and could be a good target for future studies. Differences in incisional infection were
not statistically significant. Of note, the SSI rates were lower than what is described in the
literature for colorectal surgery, in both groups. This is the result of the VINCat Program
for SSI prevention that has been established in Catalonia Region, and can also be attributed
to the preoperative preparation used at our centre [28–34].
In our multivariate analysis, EA was an independent risk factor for surgical com-
plications. These results are similar to the findings published by Shapiro et al. [35], in a
comparative study of 191 patients, in which IA was associated with fewer overall postop-
erative complications, decreased rates of SSI, and fewer Clavien–Dindo III complications.
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In our multivariate analysis, the other risk factor for surgical complications was the need
for blood transfusions. Neither drainage left at surgery, physiological POSSUM score, nor
ASA score were risk factors for surgical complications.
An interesting aspect is the analysis of medical complications. Patients in the EA
group presented higher global morbidity and more medical complications. EA remained
an independent risk factor for overall complications in our multivariate analysis, as well
as a higher POSSUM score. If we analyse the medical complications in detail, most of
them are related to postoperative anaemia (9.2% vs. 1% in EA and IA, respectively), which
could be related to higher blood loss during surgery. It might be hypothesized that the
greater mesenteric traction to perform an EA might contribute to a greater risk of bleeding.
Our results could be explained by the results published by Wu et al. [20], which described
reduced blood loss in IA. This could be an interesting variable to consider in further studies,
provided that it is adequately assessed and recorded.
Although the results in our study favour IA, it is important to underline that IA can
be challenging even in expert hands [36]. A randomized controlled trial published by
Allaix et al. [21] described higher AL rates in the IA group (8.6% vs. 2.9%), calling for more
trials to investigate this further. A robotic approach might facilitate an IA technique in
colorectal surgery [37,38]. From a technical perspective, robotic-assisted surgery facilitates
suture techniques in all the surgical specialties in which it is currently used. Not surpris-
ingly, in our study, the proportion of IA of the robotic approach group is higher than the
proportion of IA of the laparoscopic approach group.
The present study has some limitations. It is a retrospective study, in which only
short-term outcomes were assessed. A robotic approach, which was performed in more
patients in the IA group, could be responsible for less surgical complications, although
more studies are needed to corroborate it. Nonetheless, our study has a highly standardised
operative technique, performed in a homogeneous group of colorectal cancer patients,
making results more reliable.
5. Conclusions
This study showed a higher global morbidity in patients undergoing EA, with more
medical and non-infectious surgical wound complications. No other differences were ob-
served. Although an IA might be technically difficult, colorectal surgeons should consider
this anastomotic technique in view of the associated benefits in the short-term.
Author Contributions: Conceptualization: F.V., M.K. and E.E.-B.; Methodology: F.V., M.K., L.V.;
Software: F.V., M.K. and M.P.; Validation: F.V. and E.E.-B.; Formal Analysis: F.V., M.K. and L.V.;
Investigation: M.K. and M.P.; Resources: L.V. and M.P.; Data Curation: F.V. and M.K.; Writing-
Original Draft: M.K. and L.V.; Writing-Review & Editing: F.V. and M.K.; Visualization: E.E.-B. and
F.V.; Supervision: E.E.-B. and F.V.; Project Administration: E.E.-B. and F.V. All authors have read and
agreed to the published version of the manuscript.
Funding: This research received no external funding.
Institutional Review Board Statement: Approval from the ethical committee was obtained, with
investigation project number: PR(AG)616/2020.
Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.
Conflicts of Interest: The authors declare no conflict of interest.
References
1. Benson, A.B.; Venook, A.P.; Al-Hawary, M.M.; Cederquist, L.; Chen, Y.-J.; Ciombor, K.K.; Cohen, S.A.; Cooper, H.S.; Deming, D.;
Engstrom, P.F.; et al. NCCN Guidelines Insights: Colon Cancer, Version 2.2018. J. Natl. Compr. Cancer Netw. 2018, 16, 359–369.
[CrossRef] [PubMed]
2. Pellino, G.; Warren, O.; Mills, S.; Rasheed, S.; Tekkis, P.P.; Kontovounisios, C. Comparison of Western and Asian Guidelines
Concerning the Management of Colon Cancer. Dis. Colon. Rectum. 2018, 61, 250–259. [CrossRef] [PubMed]
J. Clin. Med. 2021, 10, 307 7 of 8
3. Nordholm-Carstensen, A.; Schnack Rasmussen, M.; Krarup, P.M. Increased leak rates following stapled versus handsewnileocolic
anastomosis in patients with right-sided colon cancer: Anationwide cohort study. Dis. Colon. Rectum. 2019, 62, 542–548.
[CrossRef] [PubMed]
4. Biondo, S.; Gálvez, A.; Ramírez, E.; Frago, R.; Kreisler, E. Emergency surgery for obstructing and perforated colon cancer: Patterns
of recur-rence and prognostic factors. Tech. Coloproctol. 2019, 23, 1141–1161. [CrossRef]
5. Hüttner, F.J.; Warschkow, R.; Schmied, B.M.; Diener, M.K.; Tarantino, I.; Ulrich, A. Prognostic impact of anastomotic leakage after
elective colon resection for cancer—A propensity score matched analysis of 628 patients. Eur. J. Surg. Oncol. 2018, 44, 456–462.
[CrossRef]
6. Van Rooijen, S.; Jongen, A.C.; Wu, Z.-Q.; Ji, J.-F.; Slooter, G.D.; Roumen, R.M.; Bouvy, N.D. Definition of colorectal anastomotic
leakage: A consensus survey among Dutch and Chinese colorectal surgeons. World J. Gastroenterol. 2017, 23, 6172–6180. [CrossRef]
7. Goto, S.; Hasegawa, S.; Hida, K.; Uozumi, R.; Kanemitsu, Y.; Watanabe, T.; Sugihara, K.; Sakai, Y. Multicenter analysis of impact
of anastomotic leakage on long-term oncologic outcomes after curative resection of colon cancer. Surgery 2017, 162, 317–324.
[CrossRef]
8. Bruce, J.; Krukowski, Z.H.; Al-Khairy, G.; Russell, E.M.; Park, K.G.M. Systematic review of the definition and measurement of
anastomotic leak after gastrointestinal surgery. Br. J. Surg. 2001, 88, 1157–1168. [CrossRef]
9. Adams, K.; Papagrigoriadis, S. Little consensus in either definition or diagnosis of a lower gastro-intestinal anastomotic leak
amongst colorectal surgeons. Int. J. Color. Dis. 2013, 28, 967–971. [CrossRef]
10. Kingham, T.P.; Pachter, H.L. Colonic anastomotic leak: Riskfactors, diagnosis, and treatment. J. Am. Coll. Surg. 2009, 208, 269–278.
[CrossRef]
11. Hirst, N.A.; Tiernan, J.P.; Millner, P.A.; Jayne, D.G. Systematic review of methods to predict and detect anastomotic leakage in
colorectal surgery. Color. Dis. 2014, 16, 95–109. [CrossRef] [PubMed]
12. Marinello, F.G.; Baguena, G.; Lucas, E.; Frasson, M.; Hervás, D.; Flor-Lorente, B.; Esclapez, P.; Espí, A.; García-Granero, E.
Anastomotic leakage after colon cancer resection: Does the individual surgeon mat-ter? Colorectal Dis. 2016, 18, 562–569.
[CrossRef] [PubMed]
13. Sciuto, A.; Merola, G.; De Palma, G.D.; Sodo, M.; Pirozzi, F.; Bracale, U. Predictive factors for anastomotic leakage after
laparoscopic colorectal surgery. World J. Gastroenterol. 2018, 24, 2247–2260. [CrossRef]
14. Frasson, M.; ANACO Study Group; Granero-Castro, P.; Rodríguez, J.L.R.; Flor-Lorente, B.; Braithwaite, M.; Martínez, E.M.; Pérez,
J.A.Á; Cazador, A.C.; Espí, A.; et al. Risk factors for anastomotic leak and postoperative morbidity and mortality after elective
right colectomy for cancer: Results from a prospective, multicentric study of 1102 patients. Int. J. Color. Dis. 2016, 31, 105–114.
[CrossRef] [PubMed]
15. Espín, E.; Vallribera, F.; Kreisler, E.; Biondo, S. Clinical impact of leakage in patients with handsewn vs stapled anastomosis after
right hemicolectomy: A retrospective study. Color. Dis. 2020, 22, 1286–1292. [CrossRef]
16. Stein, S.A.; Bergamaschi, R. Extracorporeal versus intracorporeal ileocolic anastomosis. Tech. Coloproctol. 2013, 17, 35–39.
[CrossRef]
17. Aiolfi, A.; Bona, D.; Guerrazzi, G.; Bonitta, G.; Rausa, E.; Panizzo, V.; Campanelli, G.; Micheletto, G. Intracorporeal Versus
Extracorporeal Anastomosis in Laparoscopic Right Colectomy: An Updated Systematic Review and Cumulative Meta-Analysis.
J. Laparoendosc. Adv. Surg. Tech. 2020, 30, 402–412. [CrossRef]
18. Emile, S.H.; Elfeki, H.; Shalaby, M.; Sakr, A.; Bassuni, M.; Christensen, P.; Wexner, S.D. Intracorporeal versus extracorporeal
anastomosis in minimally invasive right colectomy: An updated systematic review and meta-analysis. Tech. Coloproctol. 2019,
23, 1023–1035. [CrossRef]
19. Ricci, C.; Casadei, R.; Alagna, V.; Zani, E.; Taffurelli, G.; Pacilio, C.A.; Minni, F. A critical and comprehensive systematic review
and meta-analysis of studies comparing intracorporeal and extracorporeal anastomosis in laparoscopic right hemicolectomy.
Langenbeck’s Arch. Surg. 2017, 402, 417–427. [CrossRef]
20. Chengwu, J.; Jin, C.; Hu, T.; Wei, M.; Wang, Z. Intracorporeal Versus Extracorporeal Anastomosis in Laparoscopic Right Colectomy:
A Systematic Review and Meta-Analysis. J. Laparoendosc. Adv. Surg. Tech. 2017, 27, 348–357. [CrossRef]
21. Allaix, M.E.; Degiuli, M.; Bonino, M.A.; Arezzo, A.; Mistrangelo, M.; Passera, R.; Morino, M. Intracorporeal or Extracorporeal
Ileocolic Anastomosis After Laparoscopic Right Colectomy. Ann. Surg. 2019, 270, 762–767. [CrossRef]
22. Dindo, D.; Demartines, N.; Clavien, P.A. Classification of surgical complications: A new proposal with evaluation in a cohort of
6336 patients and results of a survey. Ann. Surg. 2004, 240, 205–213. [CrossRef]
23. von Elm, E.; Altman, D.G.; Egger, M.; Pocock, S.J.; Gøtzsche, P.C.; Vandenbroucke, J.P.; STROBE Initiative. The Strengthening the
Re-porting of Observational Studies in Epidemiology (STROBE)statement: Guidelines for reporting observational studies. Lancet
2007, 143, 573–577.
24. Slankamenac, K.; Graf, R.; Barkun, J.; Puhan, M.A.; Clavien, P.-A. The comprehensive complication index: A novel continuous
scale to measure surgical morbidity. Ann. Surg. 2013, 258, 1–7. [CrossRef] [PubMed]
25. Rahbari, N.N.; Weitz, J.; Hohenberger, W.; Heald, R.J.; Moran, B.; Ulrich, A.; Holm, T.; Wong, W.D.; Tiret, E.; Moriya, Y.; et al.
Definition and grading of anastomotic leakage following anterior resection of the rectum: A proposal by the International Study
Group of Rectal Cancer. Surgery 2010, 147, 339–351. [CrossRef] [PubMed]
26. DeSouza, A.; Domajnko, B.; Park, J.; Marecik, S.; Prasad, L.; Abcarian, H. Incisional hernia, midline versus low transverse incision:
What is the ideal incision for specimen extraction and hand-assisted laparoscopy? Surg. Endosc. 2010, 25, 1031–1036. [CrossRef]
J. Clin. Med. 2021, 10, 307 8 of 8
27. Lee, L.; Abou-Khalil, M.; Liberman, S.; Boutros, M.; Fried, G.M.; Feldman, L.S. Incidence of incisional hernia in the specimen
extraction site for laparoscopic colo-rectal surgery: Systematic review and meta-analysis. Surg. Endosc. 2017, 31, 5083–5093.
[CrossRef]
28. Pujol, M.; Limón, E.; Gonzalez, J.L.-C.; Sallés, M.; Bella, F.; Gudiol, F. Surveillance of surgical site infections in elective colorectal
surgery. Results of the VINCat Program (2007–2010). Enferm. Infecc. Microbiol. Clín. 2012, 30, 20–25. [CrossRef]
29. Espín, E.; Solís-Peña, A.; Pellino, G.; Kreisler, E.; Fraccalvieri, D.; Muinelo-Lorenzo, M.; Maseda-Díaz, O.; García-González, J.M.;
Santamaría-Olabarrieta, M.; Codina-Cazador, A.; et al. Preoperative oral antibiotics and surgical-site infections in colon surgery
(ORALEV): A multicentre, single-blind, pragmatic, randomised controlled trial. Lancet Gastroenterol. Hepatol. 2020, 5, 729–738.
[CrossRef]
30. Badia, J.M.; Rubio-Pérez, I.; López-Menéndez, J.; Diez, C.; Al-Raies Bolaños, B.; Ocaña-Guaita, J.; Meijome, X.M.; Chamorro-Pons,
M.; Calderón-Nájera, R.; Ortega-Pérez, G.; et al. The persistent breach between evidence and practice in the prevention of surgical
site infection. Qualitative study. Int. J. Surg. 2020, 82, 231–239. [CrossRef]
31. GlobalSurg Collaborative. Surgical site infection after gastrointestinal surgery in children: An international, multicentre,
prospective cohort study. BMJ Glob. Health. 2020, 5, e003429. [CrossRef] [PubMed]
32. Kalakouti, E.; Simillis, C.; Pellino, G.; Mughal, N.; Warren, O.; Mills, S.; Tan, E.; Kontovounisios, C.; Tekkis, P.P. Characteristics of
Surgical Site Infection Following Colorectal Surgery in a Tertiary Center: Extended-spectrum β-Lactamase-producing Bacteria
Culprits in Disease. Wounds 2017, 30, 108–113. [PubMed]
33. GlobalSurg Collaborative. Surgical site infection after gastrointestinal surgery in high-income, middle-income, and low-income
countries: A prospective, international, multicentre cohort study. Lancet Infect. Dis. 2018, 18, 516–525. [CrossRef]
34. Basany, E.E.; Pellino, G. Almirante B. Preoperative oral antibiotics in colon surgery-Authors’ reply. Lancet Gastroenterol. Hepatol.
2020, 5, 802–803. [CrossRef]
35. Shapiro, R.; Keler, U.; Segev, L.; Sarna, S.; Hatib, K.; Hazzan, D. Laparoscopic right hemicolectomy with intracorporeal
anastomosis: Short- and long-term benefits in comparison with extracorporeal anastomosis. Surg. Endosc. 2015, 30, 3823–3829.
[CrossRef]
36. Jamali, F.R.; Soweid, A.M.; Dimassi, H.; Bailey, C.; Leroy, J.; Marescaux, J. Evaluating the Degree of Difficulty of Laparoscopic
Colorectal Surgery. Arch. Surg. 2008, 143, 762–767. [CrossRef]
37. Scotton, G.; Contardo, T.; Zerbinati, A.; Tosato, S.M.; Orsini, C.; Morpurgo, E. From Laparoscopic Right Colectomy with
Extracorporeal Anastomosis to Robot-Assisted Intracorporeal Anastomosis to Totally Robotic Right Colectomy for Cancer: The
Evolution of Robotic Multiquadrant Abdominal Surgery. J. Laparoendosc. Adv. Surg. Tech. 2018, 28, 1216–1222. [CrossRef]
38. Spinoglio, G.; Bianchi, P.P.; Marano, A.; Priora, F.; Lenti, L.M.; Ravazzoni, F.; Petz, W.; Borin, S.; Ribero, D.; Formisano, G.; et al.
Robotic Versus Laparoscopic Right Colectomy with Complete Mesocolic Excision for the Treatment of Colon Cancer: Perioperative
Outcomes and 5-Year Survival in a Consecutive Series of 202 Patients. Ann. Surg. Oncol. 2018, 25, 3580–3586. [CrossRef]
